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Abstract

The suspected and confirmed diagnosis of breast cancer
evokes feelings of fear, anxiety, guilt,

frustration, and

vulnerability in an individual. A woman diagnosed with
breast cancer may utilize a variety of coping mechanisms.
This descriptive study sought to identify the most common
and most effective coping mechanisms utilized by women
survivors of breast cancer answering the following
research question: Which coping mechanisms are most
effective and most frequently utilized by women survivors
of breast cancer? This study used the theory of Lazarus
and Folkman

(1984) as a framework for understanding

coping. The final sample

(N = 20) consisted of women

survivors of breast cancer in support groups between the
ages of 3 6 and 83 years. Data from a demographic sheet and
the Jalowiec Coping Scale questionnaire were analyzed
using descriptive statistics of frequency, distribution,
and measures of central tendency. Results determined that
the three highest scored coping styles were Optimistic,
Supportive, and Self-Reliant, while the three lowest
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scored coping styles were Emotive, Evasive, and
Fatalistic. Subjects were allowed to write in additional
coping styles not included in the questionnaire. The
following themes were identified in the write-in
responses : spirituality, working outdoors, helping others,
problem-focused behavior, and emotion-focused behavior.
Based on the findings of this study, the researcher made
the following recommendations for future research:

(a)

replication with a larger, more diverse group in diverse
settings,

(b) replication of a study that correlates

demographic variables with coping styles of breast cancer,
and

(c) conduction of a study comparing coping mechanisms

of women with breast cancer by length of time following
diagnosis.
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chapter I
The Research Problem

Women in America today are faced with a multitude of
health problems which the nurse practitioner must be
knowledgeable of in order to provide effective treatment.
One of these problems is breast cancer, which is the most
common malignancy among American women today.

It is

expected that 184,300 new cases of breast cancer will be
diagnosed this year, and more than 44,000 women are
expected to die from this disease
Society,

(American Cancer

1996). Because it is estimated that one in eight

women will be diagnosed with breast cancer in her
lifetime, there is a need for nurse practitioners as
primary care providers to be knowledgeable of methods to
assist women and their families in dealing with the many
stressors which accompany the disease.
The diagnosis of breast cancer poses enormous
physical and emotional challenges from the moment it is
first suspected. The diagnosis of breast cancer may be
perceived as a threat to life as well as femininity and
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sexuality.

In virtually all cultures, the female breast

has been linked with sensuality,
attractiveness

(Holmes,

femininity, and sexual

1987). In the effort to cope with

these intense emotions and realistic fears, women may
utilize a variety of coping mechanisms which may be
conscious or unconscious, effective or ineffective.
Effective coping results in adjustment, resolution, and
healing, whereas ineffective coping results in
hopelessness, depression, and vulnerability

(Holmes,

1987) .
Through the process of daily living,

individuals

learn to use many methods to cope with life's stressors.
These patterns of response are established to cope with
life's anxieties. Many times the individual is not aware
of how he or she reacts to stress in given situations.
Rather tension-reducing reactions that were successful in
the past are utilized spontaneously (Holmes,

1987) . A

woman coping with the diagnosis of breast cancer may use
different methods to deal with stress. For some stages
during the illness, coping is seen as a cognitive response
whose purpose is to control the emotional consequences of
the diagnosis such as fear of dying, fear of physical
mutilation, or loss of control. At other stages of breast

cancer a woman may use problem-focused coping, which
involves attempts to modify or eliminate the problem
through the individual's own behavior

(Monat & Lazarus,

1991). A woman using emotion-focusing coping may have a
suspicious lump in her breast and tell herself "it is
nothing" which leads to delay in seeking health care,
whereas a woman using problem-focused coping may
immediately notify her health care provider upon discovery
of a lump in her breast and seek treatment. The focus of
this study was to investigate coping strategies employed
by women who have survived breast cancer and to ascertain
the effectiveness of these strategies.

Establishment of the Problem and
Purpose of the Study
Various studies have shown that the diagnosis of
breast cancer has a devastating emotional impact upon
women

(Fredette,

1995; Hilton,

1993; Krause,

1987). Many

of these studies have focused on the effects of the
illness on the patient and the psychosocial impact arising
as a consequence of cancer therapy (Holmes,
Northouse,

1987 ;

1989) . A review of the literature related to

coping identified varied problem-focused and emotionfocused strategies and support used by women diagnosed
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with breast cancer. The purpose of this descriptive study
was to identify the most common and most effective coping
mechanisms utilized by women survivors of breast cancer.

Significance to Nursing
As the number of women diagnosed with breast cancer
continues to rise

(American Cancer Society,

1996) , nurse

practitioners are increasingly called upon to minister to
the needs of this population. During the initial period
following diagnosis, waiting, uncertainty, and stress may
occur. This period can provide an opportunity for the
nurse practitioner to facilitate coping mechanisms which
assist the patient in dealing with breast cancer.
The individual diagnosed with cancer and the family
can benefit from instructions regarding therapeutic coping
strategies and available sources of support. This may
include the nurse or the nurse practitioner providing
accurate information, exploring the patient's/family's
fears and possible misconceptions, restoring some degree
of control in the patient's life, and exposure to support
groups. Although many of the problems these people face
are difficult and cannot be minimized, there are other
issues and concerns that can be prevented or alleviated.
This study provided extensive information which could be
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used by nurse practitioners to provide care for breast
cancer patients. The information addressed not only
physical concerns of patients but also emotional concerns.

Conceptual or Theoretical Framework
Although coping may be defined and described in a
variety of ways, this study utilized the theories of
Lazarus and Folkman (1984) as a framework for
understanding coping. According to Lazarus and Folkman,
coping consists of both cognitive and behavioral efforts
to manage internal or external stressors which are
perceived as threats to an individual. These cognitive and
behavioral efforts are constantly changing in response to
continuous appraisals and reappraisals of the demands of
an individual's ever-changing environment. Coping
processes directed at altering the situation causing
distress are problem-focused coping mechanisms. Other
methods which are used to regulate stress are identified
as emotion-focused coping

(Lazarus & Folkman,

1984) .

Problem-focused coping is directed toward changing the
environment, whereas emotion-focused coping is an
alteration in one's perception of reality. Most people
utilize both forms of coping while managing the demands of
stressful encounters.
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Lazarus and Folkman (1984) described two forms of
cognitive appraisal, primary and secondary. Primary
appraisal involves assessing the degree to which a
stressor poses a threat to the individual by asking,

"What

is at stake?" Secondary appraisal is an assessment of
available options or courses of action which will reduce
the stressor. The individual might ask,

"What can I do?"

If the individual appraises the outcome of a stressor to
be amenable to change, he or she will most likely use
problem-focused coping; however,

if the outcome is

appraised as unchangeable, an individual is most likely to
use emotion-focused coping.
Subjects in this study utilized different forms of
coping. Some were effective in dealing with the diagnosis
while others hindered adjustment. The coping was
identified as problem-focused or emotion-focused.
Individuals were unique and responded to stressors in
different ways. This study identified the most common and
most effective coping mechanisms used by this population.

For the purpose of this study, the following
assumptions were made :

1. Female survivors of breast cancer encounter
internal and external stressors which are perceived as a
threat to their environment.
2. Female survivors of breast cancer use coping
mechanisms to deal with stressors.
3. Subjects could identify the use and effectiveness
of coping mechanisms using the Jalowiec Coping Scale.

Statement of the Problem
It is estimated that one in eight women will be
diagnosed with breast cancer at some point in her lifetime
(American Cancer Society,

1996). The diagnosis and

subsequent treatment for breast cancer create a major
crisis in a woman's life. Enormous physical and emotional
challenges accompany the diagnosis of breast cancer such
as surgery, disfigurement, and choices of treatment. The
way a woman with breast cancer perceives the crisis and
the coping mechanisms she chooses to employ may ultimately
determine her resolution of the crisis. Ineffective coping
may lead to more stress and unresolved problems. Effective
coping may facilitate adjustment and the healing process.
Evaluation of the woman's perception of and response
to the crisis is a primary task of the nurse practitioner.
Interventions may then be implemented which facilitate the
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woman in choosing the most therapeutic coping strategies.
This study attempted to answer the following research
question: Which coping mechanisms are most effective and
most frequently utilized by women survivors of breast
cancer?

Definition of Terms
For the purpose of this study, a theoretical and
operational definition will be provided for the following
terms :
Coping mechanisms : cognitive and behavioral efforts
to manage specific external and/or internal demands that
are appraised as taxing or exceeding the resources of the
person

(Lazarus & Folkman,

1984) . For the purpose of this

study, coping mechanisms will be defined as methods used
to deal with stressors as identified by the Jalowiec
Coping Scale.
Women : survivors of breast cancer. Members of the
female sex who have overcome a malignancy of the breast.
Women in this study were defined as members of three
support groups who identified themselves as survivors of
breast cancer.
Effective coping mechanisms : whether or not the
choice of coping strategy fits the possibilities for
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dealing with an encounter and whether the desired outcome
is achieved

(Lazarus & Folkman,

1984) . Effective coping

mechanisms in this study consisted of those mechanisms
identified as effective by the Jalowiec Coping Scale.
Utilized most frequently: measures used most often.
For the purpose of this study, utilized most frequently
will be determined by the score from the Jalowiec Coping
Scale. This chapter has established a researchable
problem,

related the study's significance to nursing

science, provided a theoretical framework, outlined
assumptions, and defined terms used in the research. The
following chapter will evaluate previous research studies
related to coping mechanisms used by women survivors of
breast cancer.

Chapter II
Review of the Literature

Numerous studies have been conducted with the purpose
of analyzing and thereby enhancing the care, services, and
support provided to women diagnosed with breast cancer.
Within this body of research, effective coping mechanisms
have been identified along with recommendations from the
patients regarding nursing care and organized support. The
purpose of this chapter is to identify previous research
studies which are relevant to the current study on coping
mechanisms used by women survivors of breast cancer along
with findings and recommendations.
One study conducted by Lauver and Tak (1995) was a
cross-sectional study that included 135 women diagnosed
with breast cancer to assess the effect,

if any, of

optimism on less delay and anxiety in seeking care for
breast cancer symptoms, expectations related to such care
seeking, and the likelihood of having breast cancer. The
participants ranged in age from 19 to 76 years. Average
age was 37. Half of the women had completed only high
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school,

slightly more than a third had education beyond

high school, 21.5% had some college, and 15.5% had
completed college.
A 13-point scale based on socioeconomic status ranked
from the 198 0 Census was used as a code for occupations
from 1 (private household occupations)

to 13

(professional

specialties). The following jobs were identified by
participants in this study :
1. Forty percent were in service positions
(waitresses,

aides).

2. Twenty percent had clerical or administrative
support positions.
3. Seventeen percent were professionals

(teaching,

nursing).
Sixty-four of the women were white
African-American

(4 7%), and 71 were

(53%) . Incomes ranged from $0 to $300, 000

with a median income of $12,000. Sixty-two percent had
insurance coverage by a source such as Medicaid, 2 7% by
private insurers, 3.4% by entitlement-based assistance
(Medicare), 3% by both public and private sources> and
6.4% by themselves.
Care-seeking delay, emotional distress expectations
of care seeking, perceived likelihood of breast cancer.
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and optimism were measured. Care-seeking delay was
calculated as the number of days between finding a symptom
and initially contacting the health care system. Guided
recall was used in the interviews with participants in
questioning about dates, asking about menses,

special

activities, or holidays. The anxiety subscale of the
Profile of Mood States

(POMS)

(McNair, Lorr, & Droppleman,

1991) was used to measure emotional distress. Participants
responded to the subscale related to their anxiety about
seeking care over the one to 3 days prior to seeking c a r e .
The Cronbach alpha for the anxiety scale was .87. An 11point scale was used to measure the women's expectations
of care seeking. The Cronbach alpha for this scale was
.65 .
Another 11-point scale was used to measure perceived
likelihood of breast cancer. The Life Orientation Test
(LOT)

(Schemer & Carver,

1985) was used to measure

optimism. Using a 5-point scale, the participants
responded to eight items and four filler items. The
internal consistency Cronbach alpha was .68.
Indirect effects of optimism on anxiety,

as mediated

through expectations of care seeking, were supported
through regressions found with anxiety on LOT scores

(p <

13
.01). Educational and occupational scores and being white
rather than African American correlated positively.
Because of these correlations, adjustments for preexisting
differences in occupation, education, and race were made.
When controlling for all three factors, no significance
was found.
Optimism was found to be associated with greater use
of problem-focused strategies and less use of emotionfocused strategies. Optimism was also found to be
associated with less cognitive avoidance and less
emotional distress prior to having a breast biopsy. Less
delay and anxiety in seeking medical treatment and
expectations of desired outcomes were also found to be
influenced by optimism. Optimism was not found to be
correlated with perceived likelihood of breast cancer.
Recommendations from this study included the
following:

(a) examination of whether optimism affects

problem-focused and emotion-focused coping similarly or
differently,

(b) incorporation of a longitudinal design,

rather than a cross-sectional to test mediation processes
more accurately,

(c) analyzation of the effect of the

clinician's optimism on the client dealing with health-
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related stressors, and (d) examination of the effect of
socioeconomic status on optimism.
The Lauver and Tak

(1995) research is similar to the

current study in that they both examined various types of
coping used by women who were diagnosed with breast
cancer. Different instruments were utilized to ascertain
the coping mechanisms. Additionally,

the studies were

conducted in different settings.
Fredette

(1995) conducted a descriptive study using a

semistructured interview involving 14 women. The purpose
of this study was to explore concerns and methods of
coping of women who had remained free of recurrence for
more than 5 years beyond initial diagnosis. The sample
consisted of women from urban and rural areas in North
Central Massachusetts. There were two instruments used for
data collection. The first was an interview questionnaire
consisting of 14 open-ended questions written by the
researcher. A week later the participants were asked by
telephone if there was anything they wanted to add to
their comments made during the initial interview. The
second instrument included more focused questions. The
interviews were audiotaped and conducted by the researcher
in the participants' homes.
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The mean age of the participants was 4 5 . 8 years. The
mean years of survival was 1 3 . 7 .
education was 1 3 . 7 .

The mean years of

At the time of diagnosis 1 1 of the

participants worked outside the home with 5 working parttime, whereas at the time of the interview only 4 worked
full-time outside

the home. Fourteen were married at the

time of diagnosis

and 1 1 at the time of

the interview. All

of the participants were Caucasian. Eight of the women
were Catholic and
The majority

4

were Protestant.

of the coping methods

identified by this

group of women were classified by the researchers as
fitting within the problem-focused strategies described by
Lazarus and Folkman

(1988)

and the good coper qualities of

Weisman ( 1 9 7 9 ) . The largest number of respondents
identified working outside and inside their homes
14)

God

(n =

, spirituality such as religion, prayer, meditation, or
(n = 1 4 ) , actively seeking information related to

breast cancer

(n = 11), and support from significant

others including husbands
friends

(n = 10), family (n = 6),

(n = 8), and support groups

(n = 6) as their

coping mechanisms.
Recommendations from this study included:

(a) using

participants from different cultures, geographic
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locations, and educational levels;

(b) multisite

prospective longitudinal studies to determine quality of
life and salient issues that emerge for the survivor of
breast cancer at different lengths of time after treatment
so that a trajectory of breast cancer survival can be
documented;

(c) replication with survivors who have had a

recurrence to ascertain similarities and differences ; and
(d) descriptive research to document the needs of families
and friends as they proceed through the patient's illness
in designing assistive interventions.
The Fredette

(1995) research and the current study

used Lazarus and Folkman as a framework. Both studies
examined coping methods of women with breast cancer. The
methods of data collection differed in that Fredette used
structured interviews and the current study used a
questionnaire.
In a study conducted by Bridge, Benson,
Priest

Pietroni, and

(1988), 13 9 women were involved in a controlled,

randomized trial lasting 6 weeks. All of the participants
were under the age of 7 0 years and had been treated by
mastectomy or breast conservation for early breast cancer
in Stages I and II. These women were receiving
radiotherapy in a teaching hospital. The purpose of this
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study was to determine whether relaxation and imagery
during radiotherapy affected stress.
The mean age was 51 years for the relaxation group,
53 for the relaxation plus imagery group, and 54 for the
control group. Out of the 139 women,
cohabiting,

105 were married or

17 widowed, divorced or separated, and 17 had

never been married. The women were classified in six
different social class categories. The majority of them
were in the social classes II (n = 38),

Ila (n = 32), and

IV (n = 31). Information related to the social class
description used was not given by the researchers.
Two mood evaluation questionnaires were administered
at the beginning and at the end of treatment. The patients
were placed in three different groups and were involved in
one of the following once a week for 6 weeks:
relaxation,

(a)

(b) relaxation plus imagery, and (c) a control

group in which the women were encouraged simply to talk
about themselves and their interests.
Two self-rating instruments, the Profile of Mood
States

(POMS)

(McNair, Lorr, and Droppleman,

1971) and the

Leeds general scales, were administered. The POMS contains
65 items related to the following : tension, depression,
vigor,

fatigue, anger, and confusion.

Initial scores on
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the POMS and Leeds general scales were examined by
analysis of variance. Relative changes in these scores
were examined by analysis of covariance to control for the
initial test score. The Leeds general scales measures the
severity of depression and anxiety symptoms in patients
who have not received a primary diagnosis of affective
illness.

It contains six items each for depression and

anxiety on a 4 -point scale. Depression or anxiety is
indicated by a score of 7 or higher.
The researchers met with the women in the study
individually each week during the 6-week trial. The
relaxation and imagery groups were taught by a process of
direct concentration to focus on sensory awareness of
individual muscle groups. They also practiced
diaphragmatic breathing. Additionally,

the women in the

relaxation and imagery groups were directed in
visualizations of a peaceful scene. These sessions lasted
about 30 minutes. Directions for relaxation, breathing,
and imagery were recorded on tapes for practice at home.
They were instructed to listen to the tapes once a day for
15 minutes. Tape players were available as needed.
Initial scores for the POMS and Leeds general scales
for depression and anxiety were the same in all groups. At
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6 weeks,

the total mood disturbance scores were

significantly lower in the intervention groups than for
the control group

(p < .05, one-tailed). This indicated

that relaxation positively affected mood states and that
this positive effect was further enhanced when relaxation
was combined with imagery. At the end of the trial period,
analysis of covariance showed that the women trained in
relaxation plus imagery were more relaxed than those
trained in relaxation only, who in turn were more relaxed
than the controls

(p < .25, one-tailed). There was no

difference in the Leeds scores among the three groups.
After the end of the trial, the sample was divided by
age and was compared to see if there was a difference in
the effect of treatment in younger and older women. The
median age was 54 years. Within this sample, the interval
between age and treatment was found to be significant in
the POMS for tension (p < .025) , depression
and total mood disturbance

(p < .005) ,

(p < .005) . This showed that

relaxation and relaxation and imagery particularly
assisted the overall state of the older women by reducing
tension and depression relative to that of the controls
and that the relaxation and imagery treatment group showed
the most effect. The women, age 55 and older, were less

20
likely to work during the 6 weeks of radiotherapy than the
younger women. No differences were found in the Leeds
general scales when the sample was divided by age.
Anger and treatment were analyzed also. There were no
significant differences in scores on the POMS or the Leeds
general scales at the end of the treatment period.
Analysis of covariance showed that the women with high
scores for anger who were in the relaxation and relaxation
plus imagery groups were "less vigorous

(p < .05), more

fatigued (p < .05), and with exclusion of the anger
component, had greater total need disturbance

(p < .025)"

(p. 1171).
From this trial, the researchers concluded that
relaxation positively affected mood state. This positive
effect was further enhanced when relaxation was combined
with imagery. The women trained in relaxation plus imagery
were more relaxed than those trained in relaxation only;
they,

in turn, were more relaxed than women in the control

group.
The Bridge et al.

(1988) study and the current study

were similar in that they both used a questionnaire format
to investigate effective coping mechanisms for women
survivors of breast cancer. They differ in that the Bridge
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et al.

(1988) research was an intervention study while the

current study was descriptive.
A study was conducted by Spiegel, Bloom, Kraemer, and
Gottheil

(1989) which was a follow-up to an initial study

involving 86 patients diagnosed with metastatic carcinoma
of the breast with the purpose of examining the effects of
social support on stress and its impact on survival. A
one-year intervention was used consisting of weekly
supportive group therapy with self-hypnosis for pain.
Routine oncological care was received during this time for
the treatment

(n = 50) and control groups

the one-year intervention,

(n = 36). During

15 patients in the treatment

group and 8 in the control group died. The follow-up 10
years later found 3 of the patients were still living.
Death records were obtained for the remaining 83.
At the time of the intervention,

the mean age for the

control group was 4 9.3 and 4 9.9 for the treatment group.
Twenty-five of the control group and 2 6 of the treatment
groups were married.

In the control and the treatment

group, respectively, most of the participants had been
diagnosed with Stage II

(n = 18 and n = 6) or Stage

III

(n = 5 and n = 11) breast cancer. This study also looked
at the number of hours the women participated in exercise
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weekly and their activity level from a self-rating of 1 to
5. This variable was not discussed in the study.
Socioeconomic status and ethnic background were not given
for the subjects.
A battery of psychological tests were administered at
the beginning of the intervention. A psychiatrist,

social

worker, or therapist who had breast cancer in remission
led weekly intervention groups lasting 90 minutes. These
professionals encouraged the group members to express
their feelings about breast cancer and its effect on their
lives. Members also were encouraged to develop strong
relationships with the other group members and to be
assertive. Grieving and facing losses were major
objectives of the group.
When comparing the survival rate of the treatment
group with the control group, the treatment group lived
significantly longer, 37.6 months as compared to 10.8
months for the control group

(p < .0001) . Also, the time

from first metastasis to death was significantly longer
< .02) for the treatment group

(p

(45.5 to 20.5 months).

Support groups were the settings for the Spiegel et
al.

(1989) study and the current study. The purpose of

both studies was to examine the effects of social support
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on stress. Self-hypnosis was a variable in the Spiegel et
al.

(1989) study but not in the current study. Differences

between the two studies existed also in the data
collection methods. The Spiegel et al.

(1989)

study used

psychological tests, whereas the present study used a
questionnaire.
Another study in which women with breast cancer
participated was conducted by Primomo, Yates, and Woods
(1990). The Norbeck Social Support Questionnaire

(NSSQ)

was administered to 12 5 women experiencing chronic illness
along with measures of depression on the CES-D

(Center for

Epidemiological Studies-Depression), family illness
demands

(Demands of Illness Inventory), marital quality

(Spanier Dyadic Adjustment Scale), and family functioning
(FACES-II). The average amount of support from partner,
family,

friends, and others was examined by using ANOVA.

Fifty-eight of the women in the study had breast
cancer,

3 6 had fibrocystic breast disease

(FED), and 31

had diabetes. The mean age was 41.3. Seventy percent of
the women had been married 15 years and had an average of
2.4 children. The average number of years of education
past high school was 2. Almost 65% were employed full-time
or part-time. Most of the group were white and middle-
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class with average incomes of $35,000. The average length
of time since diagnosis was 5 years. The duration of the
illness was 10.5 years for diabetes,

3.5 years for FED,

and 4 years for breast cancer.
The NSSQ asked the respondents to identify 24 people
who were significant or important and had provided
affirmation, affection,

and aid. Information about the

length of these relationships and frequency of contacts
was also included in the questionnaire. Additional items
were added for this study to measure the degree to which
the respondent confided in the network member about the
illness and the extent to which each network member
discussed important problems with the respondent
(reciprocity). Reliability of the NSSQ for the subscales
ranged from .85 to .92.
The CES-D was a 20-item scale which measured the
frequency of symptoms of depressed affect,

somatic

complaints, and interpersonal transactions. An alpha
coefficient of .90 was obtained in this study. The FACESII was a 30-item self-report instrument utilized for
obtaining descriptions of the behaviors of family members
on a 5 -point Likert type scale. Poor family functioning
had been associated with extreme values on the adaptation
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and cohesion dimensions of this test. The internal
consistency coefficient of the scale was .91 for this
study.
The DAS was a 32-item self-report measure of marital
quality assessing satisfaction, cohesion, consensus,

and

affactional expression. Higher scores indicated lower
marital quality.

Internal consistency reliability of the

DAS was .94. The FDQI subscale of the Demands of Illness
Inventory was a self-report questionnaire used to measure
family stressors related to the mother's illness. Higher
FDQI scores have been indicative of higher levels of
depression,

lower family functioning, and less marital

satisfaction. The internal consistency of the FDQI
estimated by Cronbach's alpha was .85.
Pearson's correlation coefficients were used to
assess relationships between the dimensions of social
support from each source and adaptive states. Analysis of
variance for repeated measures was used to examine the
differences in the amount of support provided by each
source. Statistically significant differences were found
in the amount of support from the various sources. The
partner was identified as giving the greatest amount of
support

(p < .001). It was suggested that the participants

26
who received more affectional support from their partners
and their families confided less often to friends about
their disease.
It indicated that more affectional support was given
by family members than by friends or others. Affirmations
were given more often by friends.

It was reported by these

women that they confided in others about their illness
significantly more than they confided in their families.
It was also found that a woman's marital quality and
family functioning were reported as being better with less
illness demands and depression occurring less often if she
perceived herself as receiving more affection and
affirmation.
Recommendations from the researchers for future
research included looking at structural variables of the
families,

such as ages of the children,

single-parent

families, and if family members live within the household
or are extended family members.

It would appear from this

research that the support of the partner plays an
important role in the coping of the wife. Because of this,
it was also suggested that nursing should examine the role
of the partner and family in easing adaptation to chronic
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illness in order to provide information on enhancing and
mobilizing available support systems.
The current research utilized only women diagnosed
with breast cancer, whereas the study conducted by Primomo
et al.

(1990) utilized subjects who were experiencing

chronic illness. Both studies utilized questionnaires to
gather data; however, the Promomo et al.

(1990)

study also

obtained data by self reports from participants.
Derogatis, Martin, Abeloff, and Melisaratos

(1979)

administered a battery of baseline psychological tests and
interviews with 3 5 women receiving treatment for
metastatic breast cancer to delineate if there was any
correlation between identified distress levels and length
of survival. During one of the first visits to the
department,

the patients were involved in a 4 0-minute

structured interview involving psychosocial adjustment and
attitudes and expectancies concerning breast cancer and
its treatment. The following self-report inventories
related to psychological symptoms and mood were also
administered at that time : SCL-90-R and the Affect Balance
Scale

(ABS), the Global Adjustment to Illness Scale

and the Patient Attitude,
(PAIE) .

(GAIS)

Information, and Expectancy Form
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It was found that the long-term survivors had higher
psychological distress levels than the short-term
survivors ranging from p < .01 to p < .10. Higher levels
of anxiety were apparent in the long-term survivors
(p < .1) along with hostility (p < .01), and psychoticism
(p < .01) than short-term survivors. Long-term survivors
had a significantly higher overall general severity index
(p < .1) than the short-term group. From the ABS,

it was

found that the long-term survivors had significantly
higher scores on all four negative affect dimensions
(anxiety, p < .1; depression, p < .05; and hostility, p <
.1, with the negative affect total score, p < .01). The
GAIS ratings from the oncologists indicated that the long
term survivors were less well adjusted to their illness
than the short-term survivors and also had more negative
attitudes toward their illness and treatment than the
short-term survivors.
These findings were explained by the researchers as
being attributable to the survivors communicating through
their moods and externalizing their negative feelings and
not appearing to suffer any loss of self-image as a result
of communication in this fashion. Patients who died sooner
appeared less able to communicate dysphoric feelings.
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especially anger and hostility.

It was recommended from

this study that a larger sample of patients be used with
the same histological type of cancer and at the same stage
of their illness to analyze the similarities and/or
differences.
The research conducted by Derogatis et al.

(1979) was

similar to the current study in that both studies sought
to investigate coping mechanisms of women survivors of
breast cancer. The data collection method used by
Derogatis et al.

(1979) involved a structured interview

along with several self-report inventories while the
current study used a questionnaire. The settings for these
two studies also differed in that the participants used by
Derogatis et al.

(1979) were not in a group and did not

interact with each other. Subjects had contact only with
the interviewer and the oncologist. The present study used
participants who were women survivors involved in a breast
cancer support group. The Derogatis et al.

(1979)

study

also differed in that perceptions of others regarding the
participants' moods and adjustment were used for
analyzation along with the self-report inventories.
A study by Palsson and Norberg

(1995) implemented a

nursing intervention with the purpose of providing
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emotional support and thereby improving adjustment to
everyday life for women diagnosed with breast cancer. The
intervention involved content and organizational changes
in care. The setting was a surgical ward of a general
hospital in a primary health care area in Southeast
Sweden. The intervention was implemented for 14 months.
Emotional support related to diagnosis, hospital
care, and rehabilitation in their homes was provided
through the intervention. A nurse provided the patients
and their husbands and/or close friends the opportunity to
discuss their "illness-related" thoughts and reactions and
to express and identify feelings of anxiety,

fear, and

anguish.
The sample included 2 6 women who had been diagnosed
with breast cancer within the last 6 months. The mean age
was 54.4 for the women with Stage I and 51.2 for the women
with Stage II. Nineteen of the women were married and 7
were not. Socioeconomic information was not included in
this study. All of the women were Swedish.
After 6 months of treatment, semistructured
interviews were carried out again concerning the following
experiences:

(a) getting the diagnosis,

adjuvant medical treatment,

(b) primary and

(c) contact with health care
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professionals and social network,
future,

(d) concerns about the

and (e) changes of care that were important to

meet psychosocial needs. The interviews were tape-recorded
and lasted from 45 to 90 minutes.
Three themes were identified from the research
including the organization of care, sense of control, and
the future. Getting information was identified under sense
of control. Health care professionals conveyed information
related to surgery, chemotherapy, and rehabilitation to
the participants.

Information about wound healing,

training of arm function, prostheses, treatment-related
side effects, normal psychological reactions, and the
local cancer association was provided. This information
was, as a rule, experienced as sufficient and gave
feelings of safety and security.
The information from physicians was often reported as
insufficient and inadequate. Feelings of uncertainty and
insecurity were reported when the women had received
double messages and when information about,

for instance,

radiation treatment, was insufficient or when they did not
understand the language used by the physician. Women
expressed that it was necessary to be strong and firm and
insist on information.
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The interventions used in this study included
opportunities to talk about the illness,

freedom to

express feelings, and making organizational changes. The
findings revealed that emotional support and
organizational changes led to feelings of safety and
security. The recommendations included changes in care
related to meeting psychosocial issues, more information
given in a more timely manner related to medical
treatment, and more confirming relationships. Researchers
also suggested the need for more research on how
information

(from clinicians/physicians)

influenced a

patient's sense of control.
The setting in this study conducted by Palsson and
Norberg

(1995) did not involve support groups as in the

current study. The participants and their husbands and/or
close friends in the Palsson and Norberg

(1995) study did

receive support from a nurse but not in a group setting.
Data collection with semi-structured interviews before and
after treatment differed from the questionnaire which was
used once in the current study.
Houldin, Jacobsen, and Lowery (1996) used a
descriptive,

correlational study with 234 women diagnosed

with Stage I or II breast cancer to examine the
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relationship between self-blame and illness adjustment.
Structured and semi-structured interviews were used along
with the Psychological Adjustment to Illness Scale
the Global Adjustment to Illness Scale

(PAIS),

(GAIS) , an

attribute and blame interview, and several questions
related to control over the cause and course of the
cancer. The variables measured were self-blame,
controllability,

and adjustment to illness. Most of the

subjects were white

(82%), had a high school education

(89%), and were married (89%). Participants received
treatment in the medical oncology or radiation therapy
department of two metropolitan medical centers. To be
included in the study, subjects had to be able to read and
write English.
The PAIS was used for the first semistructured
interview. The range of the scale for this test was from 0
to 184. Higher scores indicated poorer adjustment.

Seven

subscores were given on the PAIS which included the
following: health care orientation, vocational
environment, domestic environment,
extended family relationships,

sexual relationships,

social environment,

and

psychological distress. The total adjustment scores ranged
from 0 to 55 which were skewed with a few scores at the
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higher end of the range. PAIS total scores had a small but
significant negative correlation with months since
diagnosis

(p < .001). Women who had been diagnosed more

recently had scores which correlated with poorer
adjustment. Total PAIS scores were not significantly
associated with any other demographic or illness
characteristics.
The attributions and blame assessment involved the
women answering the following question:

"How much do you

blame each of the following factors for your cancer?
myself,

someone else, the environment, heredity, chance,

fate, or God"

(p. 77). They were then asked to assign a

percentage to each of the factors so that they would total
100. Ninety-one subjects

(39%) reported some self-blame

with 76% of these subjects reporting mild to moderate
levels of self-blame and 22

(24%) reported high levels.

There was a significant relationship identified between
education and the overall amount of self-blame with women
with a high school education or less assessing more blame
to themselves

(p < .001). Marital status was also found to

be related to self-blame. The subjects who were not
married reported higher levels of self-blame
Age, months since diagnosis,

(p < .001) .

stage of disease, ethnicity.
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or religious affiliation were not found to be
significantly related to self-blame. This study did not
note if divorce occurred for these subjects before or
following diagnosis. From the data found in this study,

it

would also appear that partners and family facilitate
coping.

It was suggested by the researchers that a study

similar to this one, involving an intervention with a
cognitive component or more of a problem-focus
administered to a group of survivors with less education
would be beneficial in determining if level of education
affects coping mechanisms and survival.
The Global Adjustment to Illness Scale
(Derogatis,

(GAIS)

1975) was used as an observational measure for

the researchers to identify the perceptions of the
participants' feeling of distress about the current
medical condition. These scores were also skewed and not
found to be significantly associated with any of the
demographic or illness characteristics.
Multivariate analysis of variance of PAIS total and
subscale scores and GAIS scores by self-blame category
indicated an overall significance, F (2, 231) = 1.78,
p = .01. Those individuals with high levels of self-blame
were more poorly adjusted than the others. Post-hoc Tukey
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test of differences in the PAIS total scores indicated
that the "high blame" group was significantly different
(p = .05) from both the "no blame" and "moderate blame"
groups.
The data collection method used by Houldin et al.
(1996) involved structured and semi-structured interviews
along with self-report inventories. The setting for the
Houldin et al.

(1996) study did not involve support groups

nor the interaction of participants with each other as in
the present study. Support for the women survivors of
breast cancer in the Houldin et al.

(1996) study was given

by the nurses. From the data in this study related to
education and marital status, the researchers indicated
that more information was needed to adequately delineate
their effect on survival.
Recommendations from these researchers included the
need for clinicians to assess self-blame and to provide
information and support related to this attribute and
provide ongoing support individually or within a group to
assist women in processing the losses, and opportunity for
ventilation of feelings and identification of coping
strategies to assist in adjustment. These recommendations
support the previous findings in this chapter related to
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support, communication of feelings, and training in
behavioral methods in dealing with the disease.

Comparisons of the review of the literature revealed
studies that directly examined coping mechanisms of women
survivors of breast cancer. Most of the studies utilized
interventions in an attempt to decrease stress, provide
support individually and in group settings, and improve
the support and information given from health care
professionals. All of the researchers stated that more
research was needed concerning women with breast cancer.
Some investigators recommended studies be conducted that
determine the effect of health care professionals'
methods,

communication and optimism on patients'

prognosis, coping, and survival. Other researchers
suggested that more studies related to demographic and
socioeconomic factors be conducted.

Chapter III
The Method

The purpose of this descriptive study was to
determine the most common and most effective coping
mechanisms used by women survivors of breast cancer. The
Jalowiec Coping Scale and a researcher-designed
demographic survey were utilized to collect the data. A
description of the sample population and setting, methods
of data collection, and data analysis will be discussed in
this chapter.

Design of the Study
The design chosen for this study was descriptive.
Polit and Hungler

(1995) have classified nonexperimental

studies which describe phenomenon as it occurs naturally
as descriptive research. This study described the use and
effectiveness of coping mechanisms utilized by women
survivors of breast cancer and therefore qualifies as
descriptive research.
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The

variable of interest in this study wasthe

and effectiveness of

use

various coping strategies.

Intervening variables may have included truthfulness and
possible extraneous stressors which impacted coping during
the time of the study. The controlled variable was the
diagnosis of breast cancer.

Setting,
The

Population, and Sample
setting for the study included both ruraland

urban areas. One group of subjects was from a northeast
Mississippi college town, with a population of
approximately 11,000, and the other groups were taken from
a larger, metropolitan area consisting of a population of
610,000. The final sample consisted of women survivors of
breast cancer who were members of the selected support
groups and who consented to participate in the study. The
convenience sample consisted of 20 subjects.

Methods of Data Collection
Approval for the proposed study from the Mississippi
University for Women Committee on the Use of Human
Subjects in Experimentation was obtained prior to the
study (see Appendix A ) . The researcher contacted the
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presidents of two support groups and sought approval to
use willing participants in the groups as subjects in the
study (see Appendix B ) . After approval was granted, the
researcher attended the monthly meetings in order to
introduce the study, explain data collection, obtain
informed consents

(see Appendix C ) , and administer the

questionnaires.
After informed consent was obtained from the
subjects, participants were asked to complete a
demographic survey (see Appendix D) designed by the
researcher. This survey was developed as a means for the
researcher to obtain information related to certain
characteristics of the sample such as race, age at
diagnosis,

stage of cancer, type of treatment, marital

status, and number of children at diagnosis and at
present,

and educational level. Also,

subjects were asked

whether they had breast reconstruction and, if not, for
what reason. This survey was submitted to a panel of
experts in an effort to establish face validity. No
reliability for the demographic survey had been
established.
Permission was requested and granted to use the
Jalowiec Coping Scale, which measures the use and
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effectiveness of 60 coping strategies

(see Appendix E ) .

These items were subdivided into eight coping styles :
Confrontive, Evasive, Optimistic, Fatalistic, Emotive,
Palliative,

Supportant, and Self-Reliant. Each item was a

description of a cognitive or behavioral coping strategy.
Respondents were asked to answer two questions regarding
use and effectiveness of each strategy on a four-point
Likert rating scale. At the end of the questionnaire there
was a space for respondents to write in methods of coping
which were not found on the scale. A variety of scoring
methods might have been used; however, this study used a
combined score of use and effectiveness.
Using the Cronbach's alpha technique, the reliability
coefficient was computed to be .86 for total use and .91
for total effectiveness. Stability reliability based on
test-retest intervals of 3, 6, 9, and 12 months were
computed as follows: Total use score ranged from .56 to
.69, and stability of total effectiveness ranged from .43
to .63. The Content Validity Index for eight subscales was
.85 .

Methods of Data Analysis
Demographic data were collected and analyzed using
descriptive statistics including percentiles,

frequencies.
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and measures of central tendencies. A frequency
distribution for each of the 60 items on the Jalowiec
Coping Scale was determined. A score was then calculated
for effectiveness and use for each of the eight coping
styles on the Jalowiec Coping Scale. The coping styles
were then ranked by mean scores. Two open-ended questions
on the surveys were subjected to content analysis to
ascertain common themes.

This chapter has outlined the method utilized in the
study including the design, the variables,

the research

questions, a description of the sample population and the
setting, and the methods of data collection and analysis.
The following chapter will present the findings and
results of the study.

Chapter IV
The Findings

The purpose of this descriptive study was to identify
the most frequently used and the most effective coping
mechanisms used by women survivors of breast cancer.
Coping styles and their effectiveness were measured by the
Jalowiec Coping Scale.

Description of the Sample
The convenience sample for this study (N = 20)
included survivors of breast cancer who attended support
groups in two towns in the Mid-South. One sample was taken
from a northeast Mississippi college town and the other
from a larger, more metropolitan area. The sample included
women who attended these support groups and who consented
to complete the demographic survey and the Jalowiec Coping
Scale. The subjects ranged in age from 36 to 83 years.
Distribution of the sample by age can be seen in Table 1.
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Table 1
Age Distribution of the Sample

%

Age

< 4 0 years

1

5

4 0 to 60 years

5

25

14

70

> 60 years

= 20.

The ethnie distribution of the subjects was also
determined. All subjects were Caucasian. Other demographic
variables surveyed included marital status at the time of
diagnosis and current marital status, number of children
before diagnosis and at present, and educational level.
Specific distribution of these variables can be seen in
Table 2.
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Table 2

of Diagnosis and at Present, and Educational Level

%

Variable

Marital status at time
of diagnosis
Single
Married
Divorced
Widowed

2
16
0
2

10
80
0
10

Current marital status
Single
Married
Divorced
Widowed

2
12
2
4

10
60
10
20

No. of children at time
of diagnosis
None
1
2
3
4
5

1
3
7
9
0
0

5
15
35
45
0
0

No. of children at present
None
1
2
3
4
5

1
3
8
8
0
0

5
15
40
40
0
0

Educational level
High school
College
Graduate

7
8
5

35
40
25

'N = 2 0 .
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Data related to breast cancer such as length of time
since diagnosis,
involvement,

timing related to menopause,

lymph node

surgical and nonsurgical intervention,

and

reconstructive therapy were also included in the
demographic survey. Specific responses are presented in
Table 3.

Table 3
Responses Related to Breast Cancer Regarding Length of
Time Since Diagnosis, Diagnosis Timing Related to
Menopause., Lymph Node Involvement, Surgical Treatment,
Nonsurgical Treatment, and Reconstructive Therapy

Variable

Length of time since diagnosis
< 2 years
2 to 5 years
> 5 years

%

5
8
7

25
40
35

Diagnosis timing related to
menopause
Premenopausal
Post-menopausal

5
15

25
75

Lymph node involvement
Yes
No

9
11

45
55

Type of treatment
Mastectomy
Lumpectomy
Radiation therapy

17
3
6

85
15
30

(table continues)
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Table 3.

(continued)

Variable

Chemotherapy
Hormone therapy
Reconstructive therapy
Yes
No

%

6
8

30
40

2
18

10
90

N o t e . Subjects were able to choose multiple responses.
^N = 20.

Results of the Data Analysis
Data were analyzed in order to answer the following
research question: Which coping mechanisms are most
effective and are utilized most frequently by women
survivors of breast cancer? The Jalowiec Coping Scale was
used to determine coping styles and their effectiveness.
Coping styles were grouped into eight categories with a
range, mean, median, and standard deviation being scored
for each. In order to ascertain the most effective and the
most frequently used coping mechanisms, a combined use
times effectiveness score was determined. The results of
the combined use times effectiveness score is presented in
Table 4.
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Table 4
Coping Mechanisms According to Combined Use Times
Effectiveness in Rank Order

Coping style

sn

M

Optimistic

5.74

1. 82

Supportant

4 .34

1.55

Self-reliant

4 .04

1.47

Confrontive

3 .91

2 .16

Palliative

2 .70

1.12

Fatalistic

1.83

1.09

Evasive

1. 64

1. 02

Emotive

.37

.48

N = 20.

Additional Findings
The Jalowiec Coping Scale provided a space for
subjects to write in coping mechanisms that were not
included in the questionnaire. Fifteen subjects responded
to this section of the Jalowiec Coping Scale. Content
analysis was utilized in determining the following five
common themes : spirituality, working outdoors, helping
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Others, problem-focused behavior, and emotion-focused
behavior.
Spirituality. The first theme identified was
spirituality and the following are examples which reflect
spirituality:
Praying, praying, praying.

Asking God for patience and understanding.

Trusting G o d .

Working outdoors. Working outdoors was the second
theme identified, and the following are examples which
reflect this theme :
Day lilies.

Riding the lawn mower.

Helping others. The third theme identified was
helping others, and the following are examples which
reflect this theme :
Traveling and helping others.
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Helping others who were in similar,
worse situation.

same or

Becoming a Reach for Recovery volunteer.

Trying to help others with information and
encouragement.

Grandchildren.

Problem-focused behavior. The fourth theme identified
was problem-focused behavior. The following are examples
which reflect this theme :
Reading extensively on the subject.

Gaining a sense of control by lots of exercise.

Adhering to a rigid diet containing many anticancer foods.

Emotion-focused behavior. The fifth theme identified
was emotion-focused behavior. The following are examples
which reflect this theme :
Just being positive helps most.
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Since I required no further treatment and all
annual tests have been satisfactory, simply
ignoring the problem.

Additionally,

subjects were surveyed regarding

reasons for not having reconstructive surgery.
Participants were asked to write in a response to the
question:

If you have not had reconstruction, why not? Six

themes were identified from the responses elicited. The
identified themes were as follows : fear of pain, avoidance
of a foreign substance in the body, lack of choice,

lack

of time, preference, and indecision.
Fear of pain. The first theme identified was fear of
pain, and the following are examples of this response :
At my age I saw no need especially after losing
the second breast. Too much pain involved and
the risk of more surgery.

Considering my age. Also, I had thyroid cancer
at age 35. I had enough surgery and pain and
didn't want to go through reconstruction.

At my age I did not feel I wanted to go through
the pain of reconstruction. My husband did not
want me t o .
Avoidance of a foreign substance in the body. The
second theme identified was avoidance of a foreign
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substance in the body, and the following is an example
which reflects this theme :
Do not feel this was necessary and wanted
nothing foreign in my body or anything that may
later prove dangerous or which would cause
cancer in the future. I wanted to remove all
that I could to hopefully avoid later problems.
Lack of choice. Another theme identified was lack of
choice, and the following is an example which reflects
this theme :
I used a prosthesis. The reconstruction wasn't
mentioned.
Lack of time. The fourth theme was lack of time, and
the following is an example which reflects this theme :
At the time of my surgery I was in the midst of
a campaign for reelection for State Senate. I
had no time to recuperate from additional
surgery, and later it just didn't seem
important. My life has been extremely busy and
fulfilling since the cancer, and the thought of
taking time for more surgery just didn't fit
into my schedule.
Preference. Another theme identified was preference.
The following is an example of this theme:
I decided at my age to have a mastectomy and use
prosthetic devices. It has been great for me. I
can hardly tell the difference.

Didn't want it.
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Preferred not to.

Preference.

Chose not to.

No desire to.

I didn't want to.

I didn't feel the need for one.
Indecision. The final theme identified was
indecision. The following is an example of this theme:
Still debating.

Summary
The results of this study revealed that women
diagnosed with breast cancer experience stress and utilize
various coping styles in an effort to manage that stress.
The coping styles that were used more frequently and found
to be most effective were Optimistic,

Supportant,

and

Self-reliant. The coping styles that were least frequently
used and found to be the least effective were Emotive,
Evasive, and Palliative. Additional coping mechanisms

54
reported by participants were sorted into five themes. The
five common themes identified were spirituality, working
outdoors, helping others, problem-focused behavior, and
emotion-focused behavior. Additionally,

subjects reported

reasons for not having reconstructive surgery. The
identified themes in the responses included fear of pain,
avoidance of a foreign substance in the body,
time, lack of choice, and indecision.

lack of

Chapter V
The Outcomes

The purpose of this study was to identify the most
common and the most effective coping mechanisms utilized
by women survivors of breast cancer. The theory of Lazarus
and Folkman

(1984) was used as the framework for this

study. The following research question guided the study:
Which coping mechanisms are most effective and utilized
most frequently by women survivors of breast cancer?
Included in this chapter are a discussion of the findings
along with conclusions,

implications for nursing practice,

and recommendations for future research.

Summary of Findings
The sample consisted of 2 0 women survivors of breast
cancer who attended support groups and completed the
Jalowiec Coping Scale and the demographic survey. The
demographic survey was used to identify variables such as
age, race, educational level, marital status, number of
children, number of years since diagnosis, diagnosis
timing related to menopause,

lymph node involvement,
55

type
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of treatment, and reconstructive surgery election. The
ages of the respondents ranged from 3 6 to 83 with the
majority of subjects

(70%) over 60 years of age,

followed

by 25% between the ages of 40 and 60. The number of years
since diagnosis for 40% of the subjects was from 2 to 5
years, while 3 5% of the subjects reported more than 5
years, and 25% indicated less than 2 years. When asked
about type of treatment received,
indicated they had mastectomies,

8 5% of the subjects
15% lumpectomies,

3 0%

radiation therapy, 3 0% chemotherapy, and 4 0% hormone
therapy. Twenty-five percent of the respondents reported
diagnosis prior to menopause, and 75% reported diagnosis
after the onset of menopause. Forty-five percent reported
lymph node involvement, and 55% reported no lymph node
involvement. Ten percent reported having had
reconstructive surgery, while 90% reported no
reconstructive surgery.
Findings indicated that the most effective and most
frequently used coping mechanism used by women survivors
of breast cancer was Optimistic

(mean score = 5.74) . The

mean score range for the Optimistic style was from 2.11 to
9. The median score for this style was extremely high
(5.84), indicating that at least half of the subjects
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marked this score or higher. A score greater than 4 would
indicate either "used often" or "very helpful." A score
greater than 2 would indicate either at least "sometimes
used" or at least "fairly helpful," so that the person who
gave the lowest score in this category used this mechanism
at least sometimes or found it fairly helpful. The next
highest scored coping style was the Supportant style of
coping with a mean score of 4.34 and median score of 4.4.
This style involved using support systems.
The least effective and least frequently used coping
styles were those that were negative. The lowest scored
style was the Emotive coping mechanism with a mean score
of .37 and a median score of .1. Most answers given in
this category were 0 indicating either no use or no
helpfulness. The range for the Emotive style was 0.0 to
1.6 which was extremely low and indicated that the
subjects rarely used this coping style which utilized
expressing and releasing emotions. The Evasive coping
style also was scored low with a mean score of 1.64, a
median score of 1.5, and a range of .46 to 4.62. This also
was one of the negative coping styles which involved doing
things to avoid confronting the problem. A third low score
was in the Fatalistic style with a mean of 1.83, median of
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2.25, and a range of 0.00 to 4.5. The Fatalistic style
involved pessimistic thinking.
Additionally,

75% of the participants responded to

the section on the Jalowiec Coping Scale where they were
asked to write in coping mechanisms that were not included
in the survey. Content analysis was used to determine the
following five themes : spirituality, working outdoors,
helping others, problem-focused behavior, and emotionfocused behavior.
Other findings included responses made by the
participants to an open-ended question on the demographic
survey regarding reasons for not having had breast
reconstructive surgery. Fifteen of the 18 subjects who had
not had reconstructive surgery responded to this question.
Six themes were identified from the responses elicited.
They were identified as follows : fear of pain, avoidance
of a foreign substance in the body, lack of choice,

lack

of time, preference, and indecision.

The Jalowiec Coping Scale was used to identify the
most frequently used and the most effective coping
mechanisms utilized by women survivors of breast cancer in
this study. When ranked according to mean scores, the
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Optimistic style emerged as the most effective and the
most commonly used coping style among women survivors in
the study. The open-ended responses in the current study
indicated that optimism was also associated with a greater
use of problem-focused strategies. According to Lazarus
and Folkman

(1984) , problem-focused coping is directed

toward changing the environment, whereas emotion-focused
coping is an alteration in one's perception of reality.
The use of the Lazarus and Folkman (1984) theory for this
study was validated by the findings in that subjects
reported high use of the Optimistic coping style and also
indicated use of problem-focused strategies to deal with
stress. The Optimistic coping style, according to the
Jalowiec Coping Scale,

involves expressing emotions and

ventilating feelings. The majority

(75%) of women in this

study were post-menopausal at the time of diagnosis. The
optimistic coping style may have been used by the women
since they were older, and older women with breast cancer
typically have better outcomes than younger women
(American Cancer Society,

1996).

A comparison of the findings from the current study
with the results of Lauver and Tak (1995) reveal similar
outcomes. Less delay and anxiety in seeking medical
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treatment and expectations of desired outcomes were also
found to be influenced by optimism.
by Lauver and Tak

In the study conducted

(1995) , optimism was found to be

associated with a greater use of problem-focused
strategies and less use of emotion-focused coping
strategies. Less delay and anxiety in seeking medical
treatment and expectations of desired outcomes were also
found to be influenced by optimism. Likewise, the data in
the current study revealed that optimism also was
associated with a greater use of problem-focused
strategies.
The Supportant style of coping emerged as the second
highest ranked style according to mean score analysis of
the data in the current study. According to the Jalowiec
Coping Scale, the Supportant coping style involves using
professional, personal, and spiritual support systems. The
majority of women in this study were married and probably
had a strong family support system. This may have
attributed to participants" high scores for use and
effectiveness of the Supportant style. Additionally, data
were collected at support groups for women survivors of
breast cancer. The very fact that they attended a support
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group would indicate reliance on a Supportant coping
style.
Similar findings related to Supportive coping styles
were revealed in studies found in a review of the
literature. Primomo et al.

(1990) conducted a study of

women experiencing chronic illness along with measurements
of depression. Similar to the findings in the current
study, effective coping mechanisms involved being able to
express or confide in a friend or someone with which a
bond or relationship had been established. Primomo et al.
(1990) also found that a woman's marital quality and
family functioning were reported as being better with less
illness demands and depression occurring less often if she
perceived herself as receiving more affection and
affirmation.
Similar to the findings in the current study, Palsson
and Norberg

(1989) revealed that emotional support and

organizational changes led to feelings of safety and
security. The study implemented a nursing intervention
with the purpose of providing emotional support, thereby
improving adjustment to everyday life for women diagnosed
with breast cancer, and concluded that emotional support
helped the participants.
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Further support for the findings in the current study
was provided by a study conducted by Spiegel et a l .
(1989). These researchers examined the effects of social
support on stress and its impact on survival. A one-year
intervention design was used consisting of weekly
supportive group therapy with self-hypnosis for pain.
Subjects attended weekly support groups where they were
encouraged to express their feelings about breast cancer
and its effect on their lives and to develop strong
relationships with the other group members. Findings
indicated that the survival rate for the treatment was
significantly higher than the control group.
The coping styles which were identified as least
effective and least used in this study were Fatalistic,
Evasive, and Emotive. These coping styles are considered
negative means of coping according to the Jalowiec Coping
Scale. The Fatalistic coping style includes methods of
coping which involve pessimism, hopelessness, and a
feeling of having little control over the situation. The
Evasive coping style is characterized by avoidance of the
problem, and Emotive coping is characterized by expressing
and releasing of emotions by crying or by ventilating
feelings. When ranked according to mean scores, the
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Emotive coping style emerged as the least effective and
the least used coping style followed by Evasive and
Fatalistic.
Participants in this study may not have used these
coping styles or ranked them as effective due to the fact
that all of these women were members of a support group.
Membership in such a group would indicate use of coping
mechanism very different from styles that would include
avoidance of a problem or releasing emotion by crying.
Additionally,

the majority of these women had been

diagnosed over 2 years ago, and these coping styles might
have been more commonly used closer to diagnosis. There
were no studies found in the literature that addressed the
use of these coping styles among women with breast cancer.
Additional findings included elicitation of coping
mechanisms not found on the Jalowiec Coping Scale which
respondents were allowed to write in. Fifteen participants
responded to this section of the Jaloweic Coping Scale,
and five common themes were determined using content
analysis. The following themes were identified:
spirituality, working outdoors, helping others, problemfocused behavior, and emotion-focused behavior. The
responses tended to support the quantitative findings of
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the Jalowiec Coping Scale indicating high scores in the
Confrontive,

Supportant, and Optimistic coping styles.

Women in this study may possibly have chosen these coping
styles because of their strong religious beliefs or
because they were active in support groups which
facilitated good coping skills. Also, because 70% of the
subjects were over the age of 60, they may have had more
free time to spend helping others which was reported in
the responses.
These findings were supported by a descriptive study
by Fredette

(1995) which explored concerns and methods of

coping of women who had remained free of recurrence of
breast cancer for more than 5 years. The largest number of
respondents in this study identified working outside and
inside the home, spirituality such as religion, prayer,
meditation, or God, actively seeking information related
to breast cancer, and support from significant others
including husbands,

friends, and support groups as their

most effective coping mechanisms in rank order. The most
effective styles identified in the Fredette study (1995)
were similar to responses by participants in the current
study.
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Ninety percent of the subjects in this study reported
that they had not had reconstructive surgery. The
demographic survey asked participants to write in reasons
for not having had breast reconstruction. Five themes were
identified from the responses elicited. They were fear of
pain, avoidance of a foreign substance in the body, lack
of choice,

lack of time, and indecision.

these subjects

Since most of

(70%) were over the age of 60 years,

cosmetic surgery was most likely not a priority for them.
Another factor which was not mentioned, but might have
been a real obstacle, was the financial component of
reconstructive surgery which is not covered under many
insurance plans. Additionally, there was an investigation
into breast implants and reconstructive surgery ongoing
during the time

that the majority of the

diagnosed. News

exposure to this medical

women were
risk might have

prompted the participants to express fear of a foreign
substance in the body.

Limitations encountered in this research study were
related to the small number of subjects which affected the
generalization of the data, and a lack of ethnic
diversity. Another limitation was that data were collected
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in a specialized support group setting which might have
contributed to lack of diversity of the sample. Additional
studies involving more subjects who did not participate in
support groups may provide a more reliable assessment of
an individual's coping skills.

Conclusion
Based on the statistical findings from this study,
the following conclusions were drawn :
1. Women survivors of breast cancer identify
Optimistic,

Supportant, and Self-reliant coping styles as

the most effective and most commonly used.
2. Women survivors of breast cancer identify Emotive,
Evasive, and Fatalistic coping styles as the least
effective and the least commonly used.

Implications for Nursing
Several implications for nursing were derived from
this study. Research, practice, and education implications
for nursing are described.
RARAarch■ There is a need for more research on breast
cancer and coping.

If more research was conducted,

it

might be possible to identify more effective coping
mechanisms used by this population. Studies similar to
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this research need to be conducted in order to assist
women in dealing with the stress of breast cancer. This
study may serve as a foundation for future studies in this
area.
Practice. Results of this study emphasize the need
for all health professionals to encourage women diagnosed
with breast cancer to seek out information and use
problem-solving strategies, express their feelings within
a supportant environment, and to be optimistic. Due to the
role of the nurse practitioner, the communication and
availability of this information are important to clients
in facilitating effective methods of dealing with breast
cancer.

It is apparent that nurse practitioners should

encourage clients to be assertive and to seek out
information and discuss their disease with all of the
professionals involved in their diagnosis and treatment.
Since it may be difficult for some individuals to question
health professionals about diagnosis and treatment and
also to express feelings, nurse practitioners have a
special role in supporting their clients by providing
environments in groups and individually where their
clients feel safe and respectful in expressing and
questioning. Nurse practitioners may also assist the

68

families by communicating the importance of support and
listening to each family member and providing information
about support groups. By the facilitation of effective
coping mechanisms for women diagnosed with breast cancer,
quality of life may be optimally obtained.
Education. Nurse practitioner students should be
equipped with the necessary skills to assess coping styles
of individuals who are diagnosed with breast cancer. The
diagnosis of breast cancer evokes fears and concerns with
which individuals must cope, and the methods chosen may
ultimately determine resolution of the crisis. Nurse
practitioners have the responsibility of recognizing and
facilitating the use of effective styles.

Recommendations
Based on the findings of this study, the researcher
makes the following recommendations :
Research
1. Replication with a larger, more diverse sample
group.
2. Replication of the study in diverse settings.
3. Replication of a study that correlates demographic
variables with coping styles of breast cancer.
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4.

Conduction of a study comparing coping mechanisms

of women with breast cancer by length of time following
diagnosis.
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Eudora W clty Flail
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FOR^O M E N
Columbus, M S 39701

February 26, 1997

Ms. Beth P. Thomas
c/o Graduate Program in Nursing
Campus
Dear Ms. Thomas:
I am pleased to inform you that the members of the Committee
on Human Subjects in Experimentation have approved your proposed
research with the following stipulations:
The consent form at the bottom needs to be reworked so
the participant must actually sign the consent rather
merely printing the name in the blank.
A signature
should be added below the present consent to alleviate
problem.
I wish you much success in your research.
Sincerely,

Susan Kupisch, Ph.D.
Vice President
for Academic Affairs
SK: wr
cc:

M r . Jim Davidson
Dr Mary Pat Curtis
Dr, Rent
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P . O . Box 2 8 6
Batesville, MS 38606
(601) 563-7756
March 25, 1997

Reach for Recovery
Route 5, Box 742
Batesville, MS 38606
Dear Ms. Thaggard:
I am presently seeking a Master of Science in Nursing from
Mississippi University for Women in Columbus, MS. As a
breast cancer survivor, I am interested in coping
mechanisms utilized by women survivors of breast cancer
and am conducting a research study identifying the most
common and most effective coping mechanisms used by this
population. It is my hope that this information will
assist health care providers in implementing strategies to
help women utilize the most therapeutic coping strategies
in dealing with the diagnosis of breast cancer.
I am requesting permission to visit a monthly meeting and
collect data from willing participants in the form of a
demographic survey and a questionnaire. All information
collected in this study will be kept in strict confidence,
and the anonymity of each subject will be preserved.
You may contact me by telephone or by letter regarding
this matter. I hope that you will grant me this
opportunity and look forward to meeting with your group.
Yours truly.

Beth P . Thomas

77

P. O. Box 2 86
Batesville, MS 38606
(601) 563-7756
March 25, 1997

American Cancer Society
Memphis Chapter
Memphis Area Mastectomy
and Lumpectomy Association
5135 Covington Way, Suite 1
Memphis, TN 3 8134
ATTENTION: Ms. Jean Smith
Dear Ms. Smith :
I am presently seeking a Master of Science in Nursing from
Mississippi University for Women in Columbus, MS. As a
breast cancer survivor, I am interested in coping
mechanisms utilized by women survivors of breast cancer
and am conducting a research study identifying the most
common and most effective coping mechanisms used by this
population. It is my hope that this information will
assist health care providers in implementing strategies to
help women utilize the most therapeutic coping strategies
in dealing with the diagnosis of breast cancer.
I am requesting permission to visit area support groups
and collect data from willing participants in the form of
a demographic survey and a questionnaire. All information
collected in this study will be kept in strict confidence,
and the anonymity of each subject will be preserved.
You may contact me by telephone or by letter regarding
this matter. I hope that you will grant me this
opportunity and look forward to meeting with your group.
Yours truly.

Beth P . Thomas
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Dear Survey Participant:
I am presently seeking a Master of Science in Nursing
degree at Mississippi University for Women in Columbus,
MS. As a breast cancer survivor, I am interested in coping
mechanisms utilized by women survivors of breast cancer
and am conducting a research identifying the most common
and most effective coping mechanisms used by this
population. It is my hope that this information will
assist health care providers in implementing strategies to
help women use the most therapeutic coping strategies in
dealing with the diagnosis of breast cancer.
I am requesting that you participate in this study by
completing a demographic survey and a questionnaire
designed to identify the most common and most effective
coping mechanisms. It will require approximately 15 to 20
minutes to complete both forms. Data obtained from the
study will be kept strictly confidential and will be
reported as group data only. This study poses no known
risks to participants.
By signing this form you will indicate your willingness to
participate in this study. Participation is strictly
voluntary, and I would like to thank you for contributing
your time to assist me in this endeavor.
Yours truly,

Beth P. Thomas, RN

I, _______________________________ , agree to participate in
the study outlined above, and I fully understand the terms
of my consent.

Signature of Participant
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Demographic Survey

Age :_______________

Age at diagnosis of breast cancer :____

Number of years since diagnosis :_____________
Was diagnosis pre-menopausal or post-menopausal?
Yes
No
Race :
African American

____

Caucasian

Present marital status :
Single
Married

Other

(write in)

Divorced

Marital status at time of breast cancer diagnosis :
Single
Married
Divorced
Number of children at time of breast cancer diagnosis :

Present number of children :
Educational level : Highest grade completed______ College.
Did you have lymph node involvement?

Yes

No

Type of treatment (select all thatapply):
Mastectomy (radical or modified radical)
Lumpectomy
Radiation therapy
Chemotherapy
Hormone therapy
Other (write in)_____________________________________
Did you have reconstructive surgery? ____ Yes
If you have not had reconstructive surgery, why not?

No
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PERMISSION FOR USE OF JCS

PERMISSION IS HEREBY GRANTED TO

I laCTYXACX^
TO USE THE JALOWIEC COPING SCALE
IN A STUDY OR PROJECT

ANNE JALOWIEC, RN, PHD
LOYOLA UNIVERSITY OF CHICAGO

DATE:

.
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© 197 7 . 1987

Ann® Jalow ioc, PhD, RN

Study *

JALOWIEC COPING SCALE
T h is q u e s tio n n a ire is a b o u t how yo u co p e w ith s tre s s an d te n s io n , and w h a t you do to
h a n d le s tre s s fu l s itu a tio n s . In p a rtic u la r, I am in te re s te d in h o w you h a ve co p e d w ith the
s tre s s of;

T h is q u e s tio n n a ire lis ts m a n y d iffe re n t w a y s of c o p in g w ith s tre s s .
lot o f d iffe re n t c o p in g m e th o d s ; s o m e p e o p le use o n ly a fe w .

S om e p e o p le use a

Y ou w ill be a s k e d tw o q u e s tio n s a b o u t each d iffe re n t w a y o f c o p in g w ith s tre s s ;

P art A
How o ften have you used th a t c o p in g m ethod to h an d le th e s tre ss lis te d abo ve?

For each coping method listed, circle one number in Part A to show how often you have
used that method to cope with the stress listed above. The meaning of the numbers in
Part A is as follow s:
0
1
2
3

=
=
=
=

never used
seldom used
sometimes used
often used

Part B
if you have used that coping m ethod, how helpful was It In dealing with that stress?

For each coping method that you have used, circle a number in Part B to show how
helpful that method was in coping with the stress listed above. The meaning of the
numbers In Part B is as follows:
0
1
2
3

= not helpful
= slightly helpful
= fairly helpful
= very helpful

If you did not use a p a rtic u la r c o p in g m eth o d , then do not c irc le any n u m b er in
Part B fo r th a t coping m eth o d .
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Part A
How often have you used
each coping method?

Part B
If you have used
that coping method,
how helpful was It?

C O P IN G M E T H O D S

Never Seldom Sometimes Often
Very
Hot
Sffglitfy Fairly
Used Used
Used
Used Helpful Helpful Helpful Helpful
1.

W orried about the problem

0

1

2

3

0

1

2

3

2.

Hoped that things w ould get better

0

1

2

3

0

1

2

3

3.

Ate or sm oked more than usual

0

1

2

3

0

1

2

3

4.

Thought out d iffe re n t ways to
handle the situ a tio n

0

1

2

3

0

1

2

3

Told yourself that th in g s co u ld be
much worse

0

t

2

3

0

1

2

3

Exercised or did some physica l
activity

0

1

2

3

0

1

2

3

T ried to get away from the problem
fo r a while

0

1

2

3

0

1

2

3

8.

Got mad and let off steam

0

1

2

3

0

1

2

3

9.

Expected the w orst that could
happen

0

1

2

3

0

1

2

3

10. Tried to put the problem out of your
mind and think of som ething else

0

1

2

3

0

1

2

3

11. Talked the problem over w ith fam ily
or friends

0

1

2

3

0

1

2

3

12. Accepted the situ a tio n because very
little could be done

0

1

2

3

0

1

2

3

13. Tried to look at the problem
objectively and see ail sides

0

1

2

3

0

1

2

3

14. D aydream ed about a b e tte r life

0

1

2

3

0

1

2

3

0

1

2

3

0

1

2

3

0

1

2

3

0

1

2

3

2

3

5.
6.
7.

15. Talked the problem over w ith a
pro fessio n a l person (such as a
doctor, nurse, m inister, teacher,
counselor)
16

Tried to keep the situ a tio n under
control

17. Prayed or pul your trust in God

0

1

2

3

0

1

18. Tried to get out of the s itu a tio n

0

1

2

3

0

1

2

3

19. Kept your fe e lin gs to yo u rse lf

0

1

2

3

0

1

2

3

20. Told yourself that the p ro b le m was
som eone else s fa u lt

0

1

2

3

0

1

2

3

21. W aited to see w hat w ould happen

0

1

2

3

0

1

2

3

22. W anted to be alone to th in k things
out

0

1

2

3

0

1

2

3

0

1

2

3

0

1

2

3

23. R esigned yo u rse lf to the situation
because things looked hopeless
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Part A
How often have you used
each coping method?

Part B
If you have used
that coping method,
how helpful was It?

C O P IN G M E T H O D S
Never Seldom
Used
Used

Sometimes
Used

Often
Used

Not
Helpful

Slightly
Helpful

Fairly
Helpful

Very
Helpful

24. Took out your te n sio n s on som eone
else

0

1

2

3

0

1

2

3

25. T ried to change the situation

0

1

2

3

0

1

2

3

26. U sed relaxation techniques

0

1

2

3

0

1

2

3

27. T ried to find out more about the
problem

0

1

2

3

0

1

2

3

28. S le p t more than usual

0

1

2

3

0

1

2

3

29. T rie d to handle things one step at a
tim e

0

1

2

3

0

1

2

3

30. T rie d to keep yo u r life as norm al as
possib le and not let the problem
in te rfe re

0

1

2

3

0

1

2

3

31. Thought about how you had handled
o th e r problem s in' the past

0

1

2

3

0

1

2

3

32. T old yourself not to w o rry because
eve ryth in g w ould w ork out fine

0

1

2

3

0

1

2

3

33. T ried to w ork out a com prom ise

0

1

2

3

0

1

2

3

34. T ook a drink to make yo u rse lf fe e l
b e tte r

0

1

2

3

0

1

2

3

35. Let tim e take care of the problem

0

1

2

3

0

1

2

3

36. T ried to distra ct yo u rse lf by doing
som ething that you enjoy

0

1

2

3

0

1

2

3

37. Told yo u rse lf that you could handle
anything no m atter how hard

0

1

2

3

0

1

2

3

38. S et up a plan of action

0

1

2

3

0

1

2

3

39. T ried to keep a sense of hum or

0

1

2

3

0

1

2

3

40. Put off facing up to the problem

0

1

2

3

0

1

2

3

41. T ried to keep your fe e lin g s under
co n tro l

0

1

2

3

0

1

2

3

42. T a lke d the problem over w ith
som eone who had been in a sim ila r
situ atio n

0

1

2

3

0

1

2

3

43. P ractice d in yo u r mind w hat had to
be done

0

1

2

3

0

1

2

3

44. T ried to keep busy

0

1

2

3

0

1

2

3

45. Learned som ething new in ord e r to
deal w ith the problem

0

1

2

3

0

1

2

3

46. Did som ething im pulsive o r risky
th a t you w ould not u su a lly do

0

1

2

3

0

1

2

3
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COPING METHODS

Part A
How often have you used
each coping method?
Never Seldom Sometimes

Part B
If you have used
that coping method,
how helpful was H?

Used

Used

Used

Used

Not
Helpful

Sllgfitly
Helpful

Fairly
Helpful

Very
Helpful

47. Thought about the good things in
your life

0

1

2

3

0

1

2

3

48. T rie d to ignore or avoid the problem

0

1

2

3

0

1

2

3

49. C om pared yo u rse lf w ith oth e r
people who were in the same
situatio n

0

1

2

3

0

1

2

3

50. T ried to think p o sitive ly

0

1

2

3

0

1

2

3

51. B lam ed yourself fo r g e ttin g into
such a situation

0

1

2

3

0

1

2

3

52. P referred to w ork things out y o u rs e lf

0

1

2

3

0

1

2

3

53. Took m edications to reduce te n sio n

0

1

2

3

0

1

2

3

54. T ried to see the good side of the
situatio n

0

1

2

3

0

1

2

3

55. T old yo u rse lf that this problem was
re a lly not that im portant

0

1

2

3

0

1

2

3

56. A voided being w ith people

0

1

2

3

0

1

2

3

57. Tried to im prove yo u rse lf in some
w ay so you could handle the
situatio n better

0

1

2

3

0

1

2

3

58. W ished that the problem w ould go
away

0

1

2

3

0

1

2

3
3
3

Often

59. D epended on others to help you out

0

1

2

3

0

1

2

60. T old yo u rse lf that you w ere just
having some bad luck

0

1

2

3

0

1

2

If there are any other things you did to handle the stress mentioned at the beginning,
that are not on this list, please write those coping methods In the spaces below. Then
circle how often you have used each coping method, and how helpful each coping
method has been.

61.

1

2

3

0

1

2

3

62.

1

2

3

0

1

2

3

63.

1

2

3

0

1

2

3
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